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A new form of a synthetic narcotic analgesic . . 

approximately twice as potent as racemic Dromoran (dl) 
Hydrobromide ‘Roche’ . . . inducing prompt pain relief 
with longer duration of analgesic effect than morphine. 


. .. indicated for the relief of severe or intractable pain... 
preoperative medication and postoperative analgesia. 
... “A striking characteristic is its ability to produce cheerfulness 
in pain-depressed patients the morning after an evening dose.””* 
. .. less likely than morphine to produce constipation, 
nausea or other undesirable side effects . . . whether 
administered orally or subcutaneously. 


CAUTION: 


LEVO-DROMORAN 


It has an addiction liability 


TARTRAT E ‘Rocke’ : equal to morphine and 
: therefore the same precautions 
(tartaric acid salt of levo-3-hydroxy-N-methylmorphinan) * should be taken in dispensin, g 
this drug as with morphine. 


*Glazebrook, A. J.: Brit. M. J., 
2:1328 (Dec. 20) 1952. 


HOFFMANN-LA ROCHE INC + Nutley 10 + New Jersey 


LEVO-DROMORAN®—brand of levorphan 
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De Kebus Medicis Ct Politicis 


BY ROBERT B. HOMAN, JR., M. D., EL PASO, TEXAS 


MEMBER OF THE HOUSE OF DELEGATES OF THE AMERICAN MEDICAL ASSOCIATION 


ABUSE OF THE A. M. A. 


“Breathes there a doctor with a soul so frayed 
Who never to himself (and others) has brayed 


My plight is the fault of the A. M. A. 
The conniving, stupid, self-perpetuating, poli- 


tical A. M. A. 


Any doctor who has spent much time in a 
hospital dressing room has heard this lament 
in one form or another. The accusation of 
incompetence of the parent organization 
usually finds ready acceptance by the listen- 
ing doctor audience. “The ayes have it” 
before the second malcontent has finished 
speaking. To one who has studied the “mo- 
dus operandi” of so-called organized medi- 
cine for a number of years, the widespread 
abuse of medicine’s organization and its 
actions is difficult to understand. 


This is not an attempt to interfere in any 
way with anyone’s right to freedom of 
speech. I have been a little “free” with my 
speech at times and shall probably be again 
in the future. But this is a plea to consider 
a few facts and to know something of the 
truth before issuing a blanket indictment of 
your own Association and its officers. 


ABUSE OF OFFICERS 


In his final address at the A. M. A. con- 
vention in New York City, Dr. Louis Bauer, 
the retiring president, used a few paragraphs 
to tell the House of Delegates of the abuse 
heaped upon him as president, and upon 
other officers, during the past few years. 
Most of the recent abuse concerned the called 
session of the House of Delegates in Wash- 
ington, and the action taken before, during, 
and after this session. Some of the criticism 
was hysterical in type, other was based on 
false information, and still other was based 
on malicious gossip. 


In a democratic organization such as the 
A. M. A., in which good men are asked to 
give their time, without compensation, to the 
service of fellow doctors, it should not be 


part of their job to be accused of every crime 
of malfeasance in office, up to and including 
dishonesty. The truth is that the A. M. A. 
has always had well qualified men in office 
and this is especially true during the past 
few years. They deserve thanks — not a kick 
in the teeth. 


A. M. A. ACHIEVEMENTS 


When one is inclined to condemn his own 
organization, he usually forgets, if he ever 
appreciated, just how much the A. M. A. has 
done for him and his patient. Do you think 
that medical education and hospitals would 
be what they are today without the Council 
on Medical Education and Hospitals; that 
drug therapy would be safer without the 
Council on Pharmacy and Chemistry; that 
quacks and quackery would have been elimi- 
nated by others; that the J. A. M. A. is the 
leader in its field, as unbiased people say it 
is; that cosmetics, foods, and nutrition inves- 
tigation is important; that there be provision 
of medical service to all the people all of the 
time regardless of ability to pay, and that 
voluntary hospital and medical care insur- 
ance is important to you and to your patient? 
If you approve of A. M. A. action in these 
things — which are only a partial list of the 
activities of your A. M. A. — then perhaps 
sal should take another look at your hole 
card. 


An organization is only as effective and 
efficient as its own members make it. Your 
A. M. A. is dedicated to service to mankind. 
Support and constructive criticism will help 
extend this service. Back-biting and second- 
guessing will only disrupt the organization 
at the foundation. 
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APHORISMS 
TRUTHS AND CONCEPTS 
CONCERNING THE ENDOCRINE SYSTEM 


By Andrew M. Babey, M. D., Las Cruces, N. M. 


1. “Perhaps the most common fallacy of 
thyroid therapy at the present time is the 
belief that the tolerance of a patient for thy- 
roid substance is a measure of that individu- 
al’s need for it. It is well known that the 
patient with adult myxedema is sensitive to 
thyroid and must be treated gradually so as 
not to upset his metabolism suddenly. The 
patient who has athyrosis rarely tolerates 
more than 2 to 3 grains of U. S. P. thyroid 
within a day’s time. Only patients with 
normal thyroid glands are able to tolerate 
5 to 10 grains daily.” — Harold J. Brumm, 
Journal of the Mo. Med. Asso., p. 747.. 


2. “Patients with thyroid addiction may 
be found to exhibit hypothyroidism when thy- 
roid medication is discontinued. This results 
from physiologic depression of the gland’s 
activity. If the patient is kept from taking 
thyroid medication, the metabolic values and 
thyroid function will return to normal in 
from two to three month’s time.” — Harold 
J. Brumn, loc. cit. p. 747. 


3. “When one discontinues the medication 
[thyroid] it is not uncommon for the patient 
to complain of tiredness, constipation, ner- 
vousness, loss of pep, abdominal bloating. A 
series of basal metabolic rates will show 
gradual decline, at least for the time being. 
Within a period of from six to eight weeks 
the physiologic function of the gland returns 
to normal, and the basal metabolic rate sus- 
tains this physiologic awakening. Therefore 
it should not be forgotten that there is an 
accumulative effect in thyroid therapy, and 
the hormone should be discontinued six to 
eight weeks before additional basal metabolic 
studies are done.’”’ — Harold J. Brumm, loc. 
cit. p. 747. 


4. “It is not universally true that patients 
with myxedema will always require thyroid 
medication. Spontaneous remissions in this 
disease do occur, and they should not be over- 
looked. Thyroid medication should be dis- 
continued periodically and spontaneous thy- 
roid function revaluated from time to time.” 
— Harold J. Brumn, loc. cit. p. 747. 


5. “Thyroid hormone is apparently a fac- 
tor in the absorption of iron salts. A hypo- 
chromic, normocytic anemia which is refrac- 
tory to the administration of iron suggests 


thyroid deficiency. Trial therapy with small 
doses of thyroid extract, combined with iron 
preparations, is entirely justifiable.” — 
Harold J. Brumm, loc. cit. p. 748. 


6. “If 25 Mg. of Armours Standard ACTH 
is administered in a slow intravenous drip 
over a period of eight to twelve hours, the 
resulting stimulation of the adrenal cortex 
is as great as or greater than that produced 
by 100 mgs. given in divided intramuscular 
injections at six-hour intervals. The time 
element is of the greatest importance, as 
shown by the fact that the rapid intravenous 
injection of ACTH has little or no demon- 
strable stimulating effect. It is apparent that 
the adrenal cortical response is a function 
not so much of the dose as of the duration of 
contact with its tropic hormone.” — Kendall 
Emerson, American Pract. p. 28, April 1952. 


7. “During the year several investigators 
have reported on the use of sodium 5-iodo-2- 
thiouracil in the treatment of hyperthyroid- 
ism. It has the advantage over the older 
thiouracil preparations in that the response 
is more rapid, being maximum in 10 to 22 
days, and in that no goiterogenic effect is 
noted. Of 21 cases operated upon, good invo- 
lution of the thyroid gland was noted in the 
majority. The therapeutic dose is 200-400 
mg. daily at equally spaced intervals and the 
maintenance dose 50 mg. daily.”” — Kendal! 
Emerson, loc. cit. p. 29. 


8. “An important presenting symptom in 
hypothyroidism, atypical facial neuralgia, 
has been re-emphasized. These patients may 
complain of vague pains.in the face and neck 
and frequent headaches. At times these ma} 
be the only important symptoms of thyroid 
deficiency, and the diagnosis may be missec 
because the usual laboratory findings ar 
within normal limits. The importance o° 
keeping in mind the possibility of hypothy. 
roidism in patients presenting these symp 
toms lies in the fact that they may be strik. 
ingly relieved by thyroid hormone adminis- 
tration.”” — Kendall Emerson, loc. cit. p. 29 


9. “From his studies over the past decad« 
of the diabetogenic effect of crude growth 
hormone in animals, Young has reached the 
conclusion that diabetes in man may be due 
to a slight, constant overproduction of exces- 
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sive amounts of growth hormone which are 
not enough to cause overt signs of acrome- 
galy.” — Kendall Emerson, loc. cit. p. 29. 


10. “It is only in adult animals that are 
no longer capable of growth that diabetes is 
induced. It is also noteworthy that the dia- 
betes so produced is associated with nitrogen 
retention in spite of glycosuria and increased 
vlood sugar levels. Young postulates that 
growth hormone increases appetite, stimu- 
lates the laying down of protein, and sup- 
vresses the conversion of protein to carbo- 
hydrate. At the same time it increases the 
oxidation of fat for energy and inhibits the 
utilization of carbohydrate. It is essentially 
this latter action which results in diabetes.” 
-— Kendall Emerson, loc. cit. p. 29. 


11. “In the prediabetic patients there was 
a large incidence of large babies, toxemia, 
stillbirths, neonatal deaths and spontaneous 
abortion. These patients were not treated 
with hormones. In six diabetic patients 
treated during their pregnancy with Stilbes- 
trol in doses increasing gradually from 5 up 
to 25 mg. daily, there were no fetal deaths. 
Crampton et al, in a series of 21 diabetic 
pregnancies treated with hormone therapy, 


report a survival rate of 62%, the majority © 


of their deaths being neonatal. These figures 
fall below those reported by White of 87% 
fetal survival with approximately similar 
treatment. One important difference was the 
particular attention to the postnatal care of 
the baby employed in White’s series. This 
care includes the administration of 5 or 10 
per cent dextrose in water intravenously to 
the mother before and after delivery, with- 
drawal of long acting insulin for 24 hours 
prior to delivery and the application of gentle 
gastric suction followed by oxygen to the 
baby. An incubator is usually employed, and 
in order to bring about dehydration no fluid 
is given to the baby for two days after birth, 
at which point glucose feedings are begun. 
On the fourth day 2% milk formula is start- 
ed.” — Kendall Emerson, loc. cit. p. 30. 


12. “The cause of the abnormal delay in 
the excretion of an ingested water load by 
patients with Addison’s disease and hypo- 
pituitarism has been studied by Slessor. This 


. Investigator concludes after a very extensive 


study that the hormones of the adrenal cortex 
normally inactivate circulating pituitary 
antidiuretic hormone. In adrenal insuffi- 
ciency, therefore, there may be an excess 
antidiuretic hormone activity and a corre- 
spondingly delayed excretion of ingested 
water.” — Kendall Emerson, loc. cit. p. 31. 


13. “Following cessation of testosterone 
propionate therapy in patients with oligosper- 
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mia, there ultimately results a level of sper- 
matogenic activity far exceeding pretreat- 
ment levels. In five patients who were in 
good health in every respect except for vary- 
ing degrees of spermatogenic arrest as de- 
monstrated by testicular biopsy and who had 
initial sperm counts varying from 20 to 60 
million, virtually complete spermatogenic 
arrest occurred during treatment with tes- 
tosterone 50 mg. three times weekly for 2.5 
months. In each of these patients, approxi- 
mately five months after cessation of treat- 
ment sperm counts had risen to levels 
between 100 and 280 million.” — Kendall 
Emerson, loc. cit. p. 32. 


14. “Thus the simultaneous determina- 
tion of the level of calcium in the blood and 
spinal fluid may be of diagnostic value. In 
hypercalcemia due to causes other than hy- © 
perthyroidism there will be a corresponding 
increase in spinal fluid calcium which will 
not be found in primary or secondary hyper- 
parathyroidism.”’” — Kendall Emerson, loc. 
cit. p. 32. 


15. “Thyroid neoplasms, according to 
their degree of differentiation, concentrate 
iodine in the same manner as normal thyroid 

i Where normal thyroid tissue is 
present in the neck it competes so successfully 
for the isotope that amounts too small to be 
detected by ordinary counting devices are 
taken up by the tumor 
difficulties the first step in treating thyroid 
cancer, especially when it has metastasized, 
is to excise as much of the primary tumor as 
possible and all the remaining normal thyroid 
tissue. This will provide a good biopsy for 
the pathologist and ensure that normal thy- 
roid tissue is not left to compete with the 
neoplasm for the radio-iodine It was 
first suggested by Means that metasteses of a 
thyroid carcinoma could take over the func- 
tion of the normal gland, and Rawson was 
later able to demonstrate that removing all 
normal thyroid tissue induced a greater up- 
take of iodine in the remaining tumor tissue 
in some patients.” — British Med. Journal, 
Nov. 22, 1952, p. 1139. 


16. “We cannot see much to choose between 
the terms “pituitary insufficiency” and “pan- 
hypopituitarism” ; we prefer the former term, 
since “panhypopituitarism” implies a total 
lack of all pituitary hormones, a condition 
but rarely found. We do, however, object to 
the term “Simmonds cachexia” and “pitui- 
tary cachexia,” since cachexia is so rarely a 
part of pituitary insufficiency.” — R. F. 
Perkins & E. H. Rynearson, Jour. Clinical 
Endo. & Metab. May 1952, p. 574. 


(To Be Continued) 
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ESOPHAGEAL VARICES#* 


By Robert R. Linton, M. D., Visiting Surgeon and Chief of Peripheral 
Vascular Clinic, Massachusetts General Hospital; Assistant Clinical 


Massive hematemesis from esophageal 
varices is a serious threat to a patient’s life. 
Conservative or medical therapy has little to 
offer this condition, as is shown by the fol- 
lowing statistics. In 108 cases of cirrhosis 
of the liver and 20 cases of Banti’s syndrome 
at the Massachusetts General Hospital from 
1934 to 1945, 97 of the patients died, 46 
(47%) of them directly as the result of mas- 
- sive bleeding from the esophageal varices. 
Ninety of these 97 had cirrhosis of the liver, 
and 41 (46%) of them succumbed to hemor- 
rhage; the other 7 had Banti’s syndrome, and 
5 (71%) of them died from hemorrhage. It 
is generally agreed that in the majority of 
cases esophageal varices develop as the result 
of a portal bed block secondary to (1) portal 
cirrhosis of the liver — the so-called “intra- 
hepatic” type — in which the block is the 
result of fibrosis within the liver, with ob- 
struction to the outflow of the portal venous 
and hepatic arterial blood through the sinu- 
soids and hepatic veins; or (2) so-called 
“Banti’s syndrome,” which i is an extrahepatic 
type of block, the result of venous thrombosis 
or fibrosis, occurring in the portal vein or 
its main radicles. In this condition the liver, 
as a rule, is normal. 


MOST EFFECTIVE 


In the hands of those experienced in this 
type of surgery, the construction of a veno- 
venous anastomosis between the portal and 
the systemic venous systems, either by an 
end-to-side splenorenal shunt with splenec- 
tomy or by direct anastomosis of the portal 
vein to the inferior vena cava, has proved to 
be the most effective means of preventing 
hemorrhage from esophageal varices, both in 
cirrhosis of the liver and in the so-called 
“Banti’s syndrome.” Unfortunately, ‘many 
patients still die of exsanguinating hemor- 
rhages from esophageal varices before these 
shunts can be performed. This was disclosed 
in a recent analysis of 93 patients admitted 
to the Massachusetts General Hospital from 
1946 to 1950 because of bleeding esophageal 
varices. In this series there were 28 patients 
(30%) who had an extrahepatic portal bed 


*From the Surgical Department of the Massachusetts General 
Hospital. Reprinted by permission of the New England Medical 
Center. 


Professor of Surgery, Harvard Medical School 


block, and 65 (70%) who had an intrahepatic 
portal bed block. There were no preoperative 
deaths in the former group despite severe 
esophageal hemorrhages in all of them, and 
it was possible in most instances to construct 
a satisfactory splenorenal anastomosis. The 
statistics on the 65 patients with cirrhosis 
of the liver, however, reveal a far different 
story. They show that 32 (49%) died either 
directly or indirectly from hemorrhage from 
the esophageal varices before shunt surgery 
could be performed. Exsanguination was the 
chief cause of death in 23 (72%) of these 
32 cases. Massive bleeding in 4 others (13%) 
was a major factor in producing liver failure 
from which these patients died. 


SAFE AND EFFECTIVE 


These observations demonstrate clearly 
that a safe and effective early means of con- 
trolling the ruptured esophageal varix at the 
time of acute hemorrhage is necessary, espe- 
cially in those patients with cirrhosis of the 
liver. A number of emergency methods have 
been recommended. These include (1) liga- 
tion of the splenic artery, and (2) ligation of 
the splenic and hepatic arteries; neither of 
these methods has proved effective. Another 
method has been (3) to inject the esophagea! 
varices with a sclerosing solution, but the 
results here have likewise been unsatisfac- 
tory. Some have recommended (4) esopha- 
gogastrectomy or total gastrectomy, but for 
patients who are in such critical condition as 
many of these, it is believed that such major 
surgical procedures are contraindicated. Th: 
use of (5) gastric, or gastroesophageal tam- 
ponade, by means of balloon tubes, has bee? 
efficacious as an emergency method of con- 


trolling bleeding. It has not proved to be o' 


lasting benefit, however, and it is believe’ 
that an additional safeguard against furthe" 
bleeding is necessary in many of these pa- 
tients so that they can be built up to with- 
stand the major surgery of a shunt procedur» 
after a period of from four to six week:. 


NEW METHOD 


A new method of controlling the bleediny 
esophageal varices at the time of acute hem- 
orrhage, which permits time to prepare for 
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shunt surgery, has been used in our Clinic at" 


the Massachusetts General Hospital for two 
years with encouraging results. The method 
is to expose the esophageal varices through 
a left transthoracic exposure, opening the 
esophagus just above the diaphragm, and 
suturing the columns of esophageal varices 
that are readily demonstrated in the esopha- 
zeal lumen. 


The selection of patients for shunt surgery 
‘'s another important phase of the subject. 
Because it is such major surgery, a very high 
mortality rate is encountered unless patients 
are carefully selected and prepared. As a 
vesult of our experience in this field during 
ihe past seven years, we have come to defi- 
nite conclusions regarding the selection of 
patients for this type of surgery. It should 
be reserved chiefly for those patients who 
have bleeding esophageal varices and should 
never be performed for ascites alone. Since 
many patients have ascites in addition to 
bleeding esophagel varices every attempt 
possible should be made to clear the ascites 
by medical management before performing 
shunt surgery. There are few, if any, contra- 
indications to shunt surgery in patients with 
extrahepatic portal bed block;.such patients 
present fewer risks because their livers are 


essentially normal. At the present time we 
do not feel justified in recommending shunt 
surgery for patients who show esophageal 
varices but who have not hemorrhaged. 


LIVER RESERVE 


Liver function tests to determine the liver 
reserve in each patient should be carried out 
before performing shunt surgery. The follow- 
ing, in our opinion, are the most important: 
(1) the plasma albumin level should be above 
3 gm/100 cc; (2) the prothrombin time 
should be within 10 per cent of normal; (3) 
the cephalin flocculation should be no greater 
than 2 plus in 48 hours; (4) the bromsulfa- 
lein retention should be within 10 per cent of 
normal; and (5) the quantitative van den 
Bergh should also be within normal limits. 
It is of extreme significance that only one of 
six of our patients whose serum albumin 
level was below 3 gm/100 cc survived shunt 
surgery. 

One of the dreaded complications of this 
type of surgery, especially in the cirrhotic 
patient, is the occurrence of uncontrollable 
bleeding during the operative procedure. In 
the last few years, however, such failure of 
the clotting mechanism has not given us 
trouble, chiefly because fresh blood transfu- 
Sions have been used during the operative 
procedure. These have supplied the prothrom- 
bin activator substance which in stored bank 
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blood deteriorates very rapidly. In addition, 
we now use cyclopropane anesthesia, which 
we believe is superior to ether anesthesia. 
There are indications that hypotensive spinal 
anesthesia may be even better than cyclopro- 
pane. The results we have obtained in a 
group of approximately 90 patients subjected 
to some type of portacaval shunt are signifi- 
cant: in only one instance has death occurred 
as the result of bleeding from esophageal 
varices after shunt surgery in this group 
of cases. 


A. M. A. Elects Mrs. Turner, Drs. 
Gellenthien and Homan 


Dr. Carl H. Gellenthien of Valmora, N. M., 
was elected vice-president of the American 
Medical Association at its annual meeting 
in New York June 1-5. 


Named to the Council on Medical Service 
of the AMA was Dr. Robert B. Homan, Jr., 
El Paso, who is also a member of the AMA 
House of Delegates. He replaces Dr. Jesse 
D. Hamer of Phoenix on the Council. 


Mrs. George Turner of E] Paso was elect- 
ed president-elect of the Women’s Auxiliary 
of the American Medical Association. Mrs. 
Turner is the wife of Dr. George Turner, 
pers is president of the Texas Medical Asso- 
ciation. 


Clinical Notes From Medical 
Grand Rounds * 


About half of the calcium in the blood is 
present in an ionized form, the remainder 
being bound to protein. Only that portion 
of the total that is ionized may enter into 
chemical reactions. The total blood calcium 
may be low in conditions associated with low- 
ered plasma proteins yet the total ionized 
calcium may remain normal and hence no 
symptoms of calcium deficiency would be ap- 
parent. Serum calcium is apt to be high when 
there is hyperglobulinemia. 


With a lowering of the blood pH there is 
an increase in the amount of calcium that is 
ionized. In acidotic states, therefore, total 
serum calcium values may fall to low levels 
without resulting in tetany; and attempts to 
correct the acidosis may precipitate tetany. 
Tetany is also less likely to occur when serum 
potassium is low, and the administration of 
potassium when there is hypocalcemia may 
therefore also precipitate tetany. 


*Reprinted by permission of The New England Medical Center. 
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BILATERAL RETINOBLASTOMA 
By Charles P. Elsberg, M. D., El Paso 


Retinoblastoma is an intriguing subject 
because of the difficulty of early diagnosis, 
the fearful penalty for delay in treatment, 
the question of hereditary transmission and 
the implication of birth control in the af- 
fected families. 

The name Glioma was first used by 
Verhoeff to describe tumors now known as 
retinoblastoma in the belief that it was simi- 
lar in origin to gliomata of the brain, which 
originate in the glial tissue. Verhoeff sug- 
gested the better term Retinoblastoma, by 
which the term is now known in this coun- 
try. With the exception of a few French 
authors, Ophthalmologists have abandoned 
the term Glioma of the retina, generally be- 
lieving such an entity does not exist. How- 
ever, Verhoeff in 1932, in reviewing the 
subject of glioma of the optic nerve called 
attention to the fact that there was true 
glial tissue in the retina and that sooner or 
later a true glioma of the retina might occur. 
Such a case was finally reported by McLean 
in 1937. 


COMMON TUMOR 


Retinoblastoma is the most common malig- 
nant intra-ocular tumor occurring in infancy 
and early childhood. Instances have been 
reported in which the tumor existed at birth. 
After the tenth year the tumor is quite rare. 
One case has been reported in a patient of 
48 years — by Verhoeff. Eighty per cent of 
the cases develop before the age of four, and 
over fifty per cent before the age of two. 
It has been variously estimated to be bilateral 
in ten per cent of the cases to as high as 77.7 
per cent in other series of cases. The inci- 
dence of the disease is calculated to be ap- 
proximately one for each 20,288 live births. 

The only early symptom of retinoblastoma 
would be some disturbance of vision; unfor- 
tunately, almost all the patients are children 
and infants too young to complain to parents 
about visual disturbances. An abnormal ap- 
pearance of the eye, rather than evidence of 
impaired vision or complaint of pain, makes 
the parent seek medical advice. Inequality 
of the pupil may be another early sign. Occa- 
sionally a strabismus of variable degree is 
the first sign noted. Enlargement of the 
eyeball due to secondary glaucoma may be 
noted. The appearance of the tumor behind 
the pupil or an abnormal pupillary reflection 
from the surface of the tumor is generally 
observed months after the other signs. The 
classic sign of a yellow mass behind the pupil, 
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i.e. the amaurotic cat’s eye, is noted as the 
first sign only very rarely. It has been noted 
that, almost in every instance, the neoplasm 
had invaded the optic nerve in every enucle- 
ated eye which had this classic sign. 


SIGNS LACKING 


Thus, it is evident that early in the course 
of retinoblastoma formation, symptoms and 
gross outwards signs are lacking. Early 
diagnosis, therefore, must depend upon the 
recognition that pupillary inequality, per- 
sistant ocular deviations, difference in the 
size of the eyeball, abnormal pupillary reflec- 
tions, and similar signs may be of great sig- 
nificance when observed in an infant. The 
majority of parents first consult a physician 
other than an ophthalmologist. Unfortu- 
nately, very often there is a period of obser- 
vation or reassurance lasting several months 
or longer, before referral to an ophthalmolo- 
gist is recommended. This is particularly 
true of the infants who show no external 
signs other than pupillary inequality or the 
presence of strabismus. The parents are 
advised that such findings are common in 
babies and take their children home until 
more alarming signs develop. (Parentheti- 
cally, it seems almost unbelievable that some 
physicians advise the parents that the child 
will “outgrow” the squint — and do not ad- 
vise treatment till vision is lost in one eye 
through disuse). 


DIFFERENTIAL DIAGNOSIS 


Differential diagnosis of early retinoblas- 
toma seems relatively easy because the ocular 
media remain clear and the lesion has rather 
typical features. Even if the tumor or tumors 
are flat and of the so-called exophytum type, 
the closely packed cells cause a typical focal 
loss of the normal transparency of the retina. 
The small lesions appear ghostly white, owing 
to their relative avascularity. Such smali 
neoplasms may not be discovered even thougl: 
the pupils are widely dilated and the patien‘ 
is under sedation. It may be necessary tc 
examine these infants under anesthesia with 


. the eye forcibly rotated and stabilized to note 


small tumors in the peripheral retina. 

In the advanced cases differential diagno. 
sis often becomes more difficult because com- 
plications, such as degenerative uveitis anc 
glaucoma, may dominate the clinical picture 
and obscure the tumor. Then retinoblastoma 


JULY, 1953 


must be differentiated from all other lesions 
producing either extensive separation of the 
retina or any type of inflammatory or con- 
genital mass behind the lens. Transillumina- 
tion is often disappointing in the differential 
diagnosis of retinoblastoma from these other 
conditions, in which large hemorrhages may 
occur in the interretinal space. A localized 
collection of blood may block the transmission 
of light, whereas globes containing a rela- 
tively large retinoblastoma may transillumi- 
nate well, owing to the fact that the tumor, 
unlike the malignant melanoma of the cho- 
roid, is not pigmented and often is not in 
direct contact with the sclera, owing to sepa- 
ration of the retina. 


RETINOBLASTOMA 


Retinoblastoma must be differentiated 
from the following conditions: 


Retrolental fibroplasia 

. Metastatic retinitis 

Massive retinal fibrosis 

. Coat’s Disease 

. Diktyoma 

. Astrocytoma 

. Extensive medullated nerve fibers. 


The many sub-groups of pseudo-glioma 
forms a large chapter of its own and needs 
no elaboration in this discussion. These 
pseudo-tumors represent a variety of patho- 
logic entities, most of them simulating in 
some degree retinoblastoma. 


In the strictest sense, a pseudo-glioma may 
be defined as any other ocular condition in 
which enucleation is done because of the 
clinical diagnosis of retinoblastoma, with a 
subsequent histologic examination disproving 
this diagnosis. This, of course, implies a mis- 
take in clinical diagnosis. 

In the liberal sense, it is any intraocular 
lesion which is impossible to differentiate 
absolutely from retinoblastoma, even though 
it is quite probable that the lesion is not 
neoplastic. 

From the practical standpoint, the best 
definition of pseudo-glioma is probably that 
of Treacher Collins “Any condition of the 
eye liable to be mistaken for true glioma.” 


ABNORMALITIES 


The findings of abnormalities in the ante- 
rior segment of the eye, such as microcornea, 
iris atrophy, posterior synechia, shallow or 
collapsed anterior chamber, are, therefore, 
the most suggestive findings in pseudo- 
glioma. 


The presence of an active inflam- 
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r on would also suggest this diagnosis. 
Ki vever, the tendency of retinoblastoma to 
undergo necrosis can occasionally ‘cause a 
stormy general intra-ocular inflammatory 
reaction — and confuse the picture. Simi- 
larly the presence of glaucoma is probably 
not of any significance since it may also be 
found in both retinoblastoma and pseudo- 
glioma. The ophthalmoscopic picture, both 
of retinoblastoma and pseudo-glioma, may 
be so inconstant and lacking in diagnostic 
characteristics that much of the time it 
merely puts the case in the category of a 
suspected tumor. 

A history of preceding systemic illness, 
particularly that which might be a meningitis 
or some sort of pyogenic infection, would 
strongly suggest the vitreous abscess with 
secondary organization of membrane. The 
clinical picture of persistence of the posterior 
tunica vasculosa lentis, according to the liter- 
ature, is usually quite typical, but could be 
confused with cyclitic membrane. 


EXUDATIVE RETINITIS 


If the external examination is normal, if 
the fundus picture suggests a detachment 
and if the patient is a very young male, the 
type of pseudo-glioma suggested would surely 
be that of exudative retinitis. However, in 
the late case in which the retina comes in 
contact with the posterior surface of the lens 
with a retrolental membrane, the cyclitic 
membrane type might be simulated. 

Although it is evident that most cases of 
retrolental fibroplasia present a typical clini- 
cal appearance, the presence in this series of 
two atypical cases suggests that these atypi- 
cal types can be easily confused with other 
intraocular disease in infants, although, with 
increasing knowledge of this condition, this 
is less likely. The presence of prematurity 
and bilaterality are, of course, very strongly 
suggestive of retrolental fibroplasia. 

An ophthalmoscopic picture of strands 
and masses extending into the vitreous in an 
older child with externally normal eyes is 
suggestive of massive retinal fibrosis. 

From the standpoint of diagnosis one of 
the most interesting facts found in this sur- 
vey was the very high incidence of pseudo- 
glioma in relationship to retinoblastoma. It 
was hardly to be expected that, of every five 
cases removed as retinal tumor, one would 
be a pseudo-tumor. There is a practical appli- 
cation of this fact. 


ENUCLEATION 


When enucleation of a tumor suspect is 
discussed with the parents, the possibility of 
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inflammatory mass should be mentioned. 
But it is, of course, emphasized that the 
chances are very definitely in favor of the 
tumor being a cancer and that the eye is 
hopelessly lost. 


Under these circumstances, a pathologic 
diagnosis of one of the types of pseudo-glioma 
brings relief to the parents with regard to 
the future health of the child rather than 
doubt as to the necessity of removal and per- 
haps censure as to mistaken diagnosis which 
might occur if the possibility of pseudo-tumor 
is not mentioned. 


Final responsibility for the decision to 
proceed with treatment must be assumed by 
the parents; however, the decision to have 
the eye of a precious baby removed is diffi- 
cult for parents to make alone. Without 
assuming undue responsibility, the ophthal- 
mologist and his consultants can often give 
enough sympathetic guidance to enable the 
parents to meet their problem rationally. 


FEW PARENTS 


Ususally few parents will accept bilateral 
enucleation as a primary procedure for their 
baby. Commonly, they are willing to have 
the more involved eye removed for histologic 
confirmation of the diagnosis, but, as long 
as there is the slightest possibility of error, 
they do not permit enucleation of both eyes 
at the first operation. 

In reevaluation of the proper treatment, 
there is no unanimity of opinion. There is 
no doubt that the tumor must be removed 
or destroyed before it spreads. 


When the disease is monocular, enuclea- 
tion of the involved eye and of the orbital 
portion of the optic nerve is indicated. Unless 
there is histologic evidence of extra-ocular 
extension of the tumor neither exenteration 
nor post operative irradiation of the orbit is 
indicated. Once the tumor has reached the 
place where the central vessels enter the 
nerve, it tends to spread to the meninges. 
Consequently, it is Reese’s opinion that 
nothing is gained by a preliminary intra- 
cranial section of the optic nerve. 


SECOND EYE 


The treatment of the second eye depends 
on the size and extent of contained tumor 
and the possibility of useful vision. Enucle- 
ation of the second globe is necessary if the 
growth is large. If the neoplasm in the less 
involved eye is small, and there is no chance 
to save the vision, the possibility of destroy- 
ing the growth by radiation or by diathermy 
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must be thoughtfully considered. The com- 
plications of x-ray therapy are not negligible 
and must be considered. 


Past experiences have indicated that there 
is effective treatment for retinoblastoma but 
that it must be begun early in the course of 
the condition. In every case in which diag- 
nosis of retinoblastoma has been made in one 
eye, the fellow eye should be examined thor- 
oughly under ideal conditions, which are: 
general anesthesia, dilation of the pupil, use 
of a speculum for retraction of the lids, for- 
ceps to rotate the globe in all directions, and 
Ringers solution with which to keep the 
cornea moist if necessary. 


TWO QUESTIONS 


Finally, two questions of genetic interest 
in relation to retinoblastoma are frequently 
posed the ophthalmologist. First, when 
retinoblastoma has occurred in one child of 
healthy parents, what is the likelihood that 
further siblings will be affected? Second, is 
it advisable for the adult survivor of retino- 
blastoma to have children? Reese’s evalua- 
tion of his collected data led to the conclusion 
that “there is no contra-indication to healthy 
parents who have had one child with retino- 
blastoma having more children. A survivor 
of retinoblastoma should not have children. 


REPORT OF A CASE 


History: B. C. a two year old white girl 
was brought to me with a history that she 
apparently was not able to see for the past 
six months. During this time it was noticed 
that both pupils had a peculiar yellow color. 
The child seemed to be in good health and 
was well nourished. 


When I saw her both eyes appeared normal 
on external examination. The pupils were 
dilated, measuring 6mm — and did not react 
to light. There was a distinct yellow glare 
from both pupils, the reflected mass having 
a smooth glistening surface and was situated 
behind the lens. Blood vessels were seen to 
enter and leave the mass. No view of the 
fundi was possible. The appearance was 
typical of retinoblastoma and the eyes were 
enucleated. 


PATHOLOGIC EXAMINATION 


Left: Specimen consists of an eyeball 
measuring 19 mm. in diameter. The sclera 
is moderately injected. The cornea is thin 
and partially opaque. Approximately 2 mm. 
of optic nerve is included with the specimen. 


(Continued on Page 251) 
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BORDER PUBLIC 


The eleventh annual meeting of the U. S.- 
Mexico Border Public Health Association was 
held jointly in El Paso and Ciudad Juarez 
on April 8, 9 and 10. According to comments 
and reports received, it was one of the most 
successful meetings with over 300 public 
health officials and workers from both Mexico 
and the United States attending and parti- 
cipating in our program. 

To mention a few of the most outstanding 
participants, included in the general session 
programs were such well known figures in 
public health as Dr. Miguel E. Bustamante, 
Secretary General, Pan American Sanitary 
Bureau, Washington; Dr. Ross E. Moore, 
Director, Technical Co-operation Administra- 
tion in Mexico; Dr. Manuel Pesqueira, Sub- 
Secretary, Ministry of Health and Welfare in 
Mexico; Dr. Manuel Martinez Baez, Director, 
Institute of Tropical Diseases, Mexico, D. F.; 
Mrs. Elizabeth Shirley Enochs, Chief, Inter- 
national Technical Missions, Federal Se- 
curity Agency, Washington; Dr. Frederick J. 
Brady, International Health Representative, 
U.S. P. H. S., Washington; and Dr. Karl F. 
Meyer, Director, The Hooper Foundation, 
University of California, San Francisco, and 
others too numerous to mention. The pro- 
gram was varied and most interesting con- 
taining papers on psittacosis, poliomyelitis, 
encephalitis, venereal disease control, tuber- 
culosis, maternal and child health and sani- 
tation. 

One of the highlights of the meeting was 
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HEALTH GROUP 


the nomination of Dr. George W. Cox, State 
Health Officer of Texas and Dr. Miguel E. 
Bustamante, Secretary General of the Pan 
American Sanitary Bureau as honorary 
members of the Association. Social activities 
were not neglected and the members and 
guests were entertained both in Juarez and 
El Paso with a barbecue, style show, several 
banquets and luncheons. 


New officers elected for 1953-1954 are: 


President 
Mr. RICHARD F. PosTON 


Senior Sanitary Engineer 
Officer in Charge, USPHS — Dallas 
President-Elect 
Dr. ArtuRO Rico GONZALEZ, Jefe 
Servicios Coordinados de Salubridad y Asistencia 
Chihuahua, Chih., Mexico 
Vice-President 
Dr. CARLOS HERNANDEZ AGUIRRE, Jefe 
Unidad Sanitaria y Asistencial 
Cd. Juarez, Chih., Mexico 
Vice-President 
Mr. J. HAROLD TILLMAN 
Sanitary Engineer 
El Paso City-County Health Unit — El Paso 


Secretary 
Dr. Smwney B. Crark, Chief, District Office 
Pan American Sanitary Bureau 
314 U. S. Court House — El Paso 


Albuquerque was selected as the site for 
the next meeting with the specific dates in 
April still undecided. 


Clinical Notes From Medical 
Grand Rounds * 


The sprue syndrome arises from a dis- 
turbance in the absorption of fat and is char- 
acterized by weight loss, steatorrhea, vitamin 
D deficiency (hypocalcemia, tetany, osteopo- 
rosis), vitamin K deficiency (low prothrom- 
bin, hemorrhages), a flat glucose tolerance 
curve, x-ray changes in the small bowel, and 
sometimes signs of posterior column disease 
(deficiency of Biz). It may occur as the result 
of a deficiency in the external secretions of 
the pancreas, tuberculosis of the intestine 
with involvement of the lymphatics, lymph- 
oma of the mesentery, and Whipple’s disease 
(lymphogranulomatosis of the mesentery), 
which usually occurs in males with rheuma- 
toid arthritis. The greatest number of cases, 
however, represent an idiopathic absorptive 


*Reprinted by permission of The New England Medical Center. 


defect; in these there is usually a good re- 
sponse to cortisone therapy. 


v v v 


Acute attacks of gout probably respond 
best to the administration of colchicine (1 
mg every hour until diarrhea occurs, with 
dosage limited to a total of 5 mg within 24 
hours). Although acute attacks will also re- 
spond to ACTH or cortisone, the effects are 
transitory and less reliable. The normal uric 
acid pool in the body totals only about 1 gm; 
in gout it may reach from 12 to 15 gm. 
Uricosuric agents may be useful if renal 
function is normal, and Benemid is by far 
the best of those available. In doses of from 
0.5 to 2.0 gm daily, Benamid causes a rapid 
fall in serum uric acid and a gradual deple- 
tion of uric acid stores in the body. Accord- 
ing to preliminary reports, even tophi may 
recede. 


3 
e 
it 
f 
Pas 
e 
e 
d 
J 
| 
) 
] 


Page 248 


SOUTHWESTERN MEDICINE 


JULY, 1953 


MODERN TREATMENT OF URINARY INFECTION* 


By Edgar Burns, M. D., New Orleans 


The presently available antibiotic agents 
have done much to simplify the treatment of 
infections in the urinary tract. They have 
not, however, eliminated the necessity for 
detailed diagnostic studies of the urinary 
tract before treatment with these prepara- 
tions is begun. Careful supervision during 
the period of administration is also required 
in order to detect, at an early stage, possible 
reactions produced by these drugs as well as 
to evaluate the response of the bacteria to 
the agents being used. 

The diagnostic tests necessary for sucess- 
ful management of infections of the urinary 
tract can be carried out in the office of the 
average physician. These include examina- 
tion of a properly collected specimen of urine, 
estimation of the functional capacity of the 
kidneys, studies of the genito-urinary tract 
to rule out complicating factors, and appro- 
priate studies to determine the presence of 
foci of infection outside the urinary tract 
which might contribute to the cause, per- 
sistence or recurrence of infections in the 
urinary tract. 

To determine the presence of pus in the 
urine is simple but it should be emphasized 
that false positive reports often originate 
from an improperly collected specimen. The 
voided urine from females always contains 
bacteria and may contain pus from the puru- 
lent discharges from the cervix, vagina and 
adjacent glands. For this reason, only the 
catheterized specimen in females gives reli- 
able information. Urethritis, prostatitis and 
seminal vesiculitis in males may account for 
pus found in the first portion of a voided 
specimen; therefore, only the last portion 
of the two glass test should be used for 
examination. 

The reaction of the urine is important, 
since the majority of organisms invading the 
urinary tract that are associated with acid 
urine respond best to treatment whereas 
those that produce an alkaline urine are often 
hard to combat. In addition, some of the 
drugs used to treat urinary infections are 
effective only in an acid urine, whereas 
others act best in the presence of an alkaline 
medium. 

An attempt must be made at least to de- 
termine roughly the type of bacteria respon- 
sible for the urinary infection. This may be 
accomplished by examination under the oil 

* Presented at the meeting of the Southwestern Medical Asso- 
ciation, Oct. 18-20, 1951, in El Paso. 


**From the Departments of Urology, Ochsner Clinic and Tulane 
University School of Medicine, New Orleans. 


immersion lens of a properly prepared smear 
stained with methylene blue and supple- 
mented by Gram’s stain. This will indicate 
whether the infection is bacillary or coccal 
and whether it is gram-negative or gram- 
positive. In the majority of cases more com- 
plicated bacteriologic studies are not neces- 
sary. If facilities are available, however, 
cultures and sensitivity tests should be done 
when. the more recently available urinary 
antiseptics are to be used. By this means 
one is able to determine the drug to which 
the organism may be expected to respond 
before treatment is instituted. Infections of 
the urinary tract do not always behave along 
the lines indicated by these studies and those 
patients who do not respond rather promptly 
should be treated by other agents. Cultures 
become a necessity in patients with resistant 
and recurrent infections. 


ESTIMATION OF RENAL FUNCTION 


In the treatment of urinary tract infec- 
tions drugs are efficient only to the extent 
that the kidneys are able to concentrate the 
drug in the urine. Reduced renal function 
will increase the danger of toxic reactions 
from some of the drugs and will decrease 
the efficiency of all. Therefore, one of the 
simple renal function tests is always neces- 
sary before treatment is begun. 

A specific gravity of 1.024 or above after 
a patient has been dehydrated for eighteen 
hours, or a random specimen which has a 
specific gravity of 1.020 or above, may be 
accepted as indicative of fairly normal renal 
function in the absence of glycosuria. The 
phenolsulfonphthalein test is a simple, prac- 
tical and efficient means of estimating renal 
function. Blood urea nitrogen and urea clear- 
ance are also reliable tests. Renal function 
may be estimated by means of intravenous 
urograms but these should be used only to 
supplement some of the simpler tests because 
patients with a great reduction in renal func- 
tion will not concentrate the contrast medium 
in sufficient amounts to be of diagnostic 
value. 


COMPLICATIONS 


It is not suggested that every patient with 
an infection of the urinary tract be subjected 
to a complete study of the genito-urinary 
tract. On the other hand, persistent and re- 
current infections are often the results of 
such complications as obstructions in. the 
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various parts of the urinary tract, calculi 
and tumors. Such foci of infection as teeth, 
tonsils, sinuses, cervix and prostate should 
be treated, as they may be contributing fac- 
tors. Once these are eliminated, the urinary 
infection should respond in the same manner 
as in those patients without complications. 


BACTERIOLOGY 


The bacteria producing infection in the 
urinary tract may be divided into gram- 
positive and gram-negative groups. The com- 
monest gram-positive organisms are the 
Staphylococci aureus and albus, streptococ- 
cus, and less commonly the pneumococcus. 
The streptococcus fecalis is usually gram- 
positive but. may occasionally be gram- 
negative. The commonest gram-negative 
organisms are escherichia coli, aerobacter 
aerogenes, bacillus proteus, and rarely ty- 
phoid and paratyphoid bacilli. Fortunately 
from a therapeutic standpoint 60 to 75 per 
cent of all urinary infections are due to the 
colon bacillus. 


SELECTION OF DRUGS 


Mandelic acid, the sulfonamides, penicil- 
lin, streptomycin, aureomycin, chloromycetin 
and terramycin are the drugs chiefly used at 
the present time for the treatment of urinary 
infections. The arsenical compounds are effi- 
cient in the treatment of some of the coccal 
infections of the urinary tract and so-called 
amicrobic pyuria. Many urinary infections 
will clear up following administration of one 
or the other of these drugs, whereas other 
infections appear to respond better if two 
or more drugs are used in combination. Since 
the infecting organism may become resistant 
to some of the currently used drugs, it is 
often necessary to switch from one drug to 
another. 


Mandelic Acid — Mandelic acid is effec- 
tive against the majority of bacillary infec- 
tions of the urinary tract associated with 
acid urine. It is almost specific for infections 
due to the streptococcus fecalis but is not 
efficient in the treatment of coccal infections. 
It is most effective when the pH of the urine 
is 5.5. or below. The desirable degree of 
acidity of the urine may be maintained by 
administration of ammonium chloride or one 
of the other acid-forming drugs. 


Mandelic acid may be administered in the 
form of the elixir or syrup. The average 
adult dose of the elixir, which contains 26 
per cent of the drug, is one tablespoonful four 
times daily and of the syrup, which contains 
40 per cent of the drug, two teaspoonfuls four 
times daily. The period of administration of 
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mandelic acid should not exceed ten days to 
two weeks. If perceptible improvement does 
not occur within this period, another urinary 
antiseptic should be substituted. The urine 
should be examined at frequent intervals and 
administration of the drug should be discon- 
tinued if albumin, red cells and casts are 
found in the urine which has not previously 
contained these elements. 

The Sulfonamides: The two most widely 
used of the sulfonamides are sulfadiazine and 
gantrisin. The sulfonamides have several 
advantages over mandelic acid in the treat- 
ment of urinary infections. They are effective 
against the majority of gram-negative bacilli 
which invade the urinary tract and most of 
the gram-positive cocci with the exception of 
the streptococcus fecalis. Moreover, they can 
be used for treatment of both acute and 
chronic infections. Finally, they are effective 
in both acid and alkaline urine. However, it 
is safer to keep the urine alkaline during the 
period of administration of one of the sulfo- 
namides. 

The sulfonamides are readily absorbed 
from the gastro-intestinal tract and elimi- 
nated chiefly by the kidneys. In patients 
with normal renal function, a therapeutic 
concentration of the drug in the urine is 
easily obtainable. Therefore, large doses of 
the drug are not necessary in the manage- 
ment of uncomplicated urinary infections. 
The usual dosage is from 7.5 to 15 gr. four 
times daily. 

The untoward reactions to the sulfona- 
mides are usually not severe enough to be 
of great importance. Mild digestive distur- 
bances, malaise, urticaria and occasionally 
fever are the commonest reactions. The 
anemias produced by some of the earlier 
derivatives rarely result from the prepara- 
tions now in use. In the case of febrile re- 
actions it may be difficult to determine 
whether the fever is caused by the drug or 
the infection. However, in most cases if the 
drug is causing the reaction, the white blood 
count will be normal or below. The tempera- 
ture promptly returns to normal after admin- 
istration of the drug has been discontinued. 


More important are the renal reactions to 
the sulfonamides. These are of two types. 
First and most frequent is formation of crys- 
tals in the urine. Precipitation of these in the 
renal tubules may produce considerable re- 
duction in excretion of urine or even total 
anuria without pain. In such cases use of the 
drug should be discontinued, and administra- 
tion of an adequate amount of fluids with 
alkalinization will usually accomplish a satis- 
factory result. If crystals are precipitated 
below the papillae, they may accumulate in 
sufficient amounts to produce renal colic and 
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occasionally they may block one or both 
ureters. This is manifested by typical renal 
colic with all the signs of renal obstruction. 
These cases require cystoscopy and ureteral 
catheterization in addition to administration 
of fluids and alkalis. 

The second and least commonly encoun- 
tered renal reaction is degeneration of the 
renal tubules producing pathologic changes 
in the kidney simulating those described as 
lower nephron nephrosis. I have seen this 
following administration of small doses of a 
sulfonamide for only forty-eight hours. Such 
reactions cannot be anticipated but adequate 
preliminary study and careful supervision 
while the drug is being given should safe- 
guard against most of the more serious ‘com- 
plications. The daily intake of 2000 to 2500 
cc. of fluid combined with the routine use of 
small doses of sulfonamides in the treatment 
of uncomplicated urinary infections probably 
offers the greatest assurance against the 
occurrence of severe toxic reactions. The 
urinary output should not be allowed to drop 
below 1000 cc. in twenty-four hours. If crys- 
tals appear in the urine during administra- 
tion of a sulfonamide, and especially if there 
is gross hermaturia and a reduced urinary 
output, use of the drug should be promptly 
discontinued. Reduced renal function does 
not necessarily contraindicate use of sulfo- 
namides but more careful supervision is re- 
quired during the period of administration. 
If perceptible improvement is not noticed 
within the first week or two of treatment, 
as determined by microscopic studies of the 
stained specimen, other urinary antiseptics 
should be substituted. The various combina- 
tions of sulfonamides now available possess 
no therapeutic advantage over the single 
drug. My own experience has been that they 
produce a high percentage of systemic com- 
plications. 


Penicillin — Penicillin is not a good drug 
for routine use in treating the common 
urinary infections. It appears to have no 
effect on bacillary infections but is effective 
against many of the infections due to gram- 
positive cocci. Some organisms have the 
ability to produce an enzyme, penicillinase, 
which inhibits the action of the drug. In 
acute urinary infections due to gram-positive 
cocci which are known to be sensitive to peni- 
cillin, satisfactory results may be obtained. 
The fact that it has to be given intramuscu- 
larly, however, renders it less practicable 
than some of the other urinary antiseptics 
in the treatment of ambulatory patients. 


Streptomycin — About half of the patients 
with uncomplicated infections of the urinary 
tract due to colon bacilli are cured by admin- 
istration of streptomycin. Infections due to 
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proteus ammoniae, aerobactor aerogenes and 
pyocyaneus also respond well to this drug. 
The gram-positive cocci, however, are best 
treated by other drugs. 

Because streptomycin is not absorbed from 
the gastrointestinal tract, it must be admin- 
istered parenterally. In many cases, the in- 
tramuscular administration of 0.5 Gm. every 
twelve hours for seven to ten days will cure 
the infection if the invading organism is 
streptomycin-sensitive. However, because 
many bacteria alter their sensitivity to strep- 
tomycin after prolonged exposure, better re- 
sults will be obtained if larger doses are 
given during the first few days of treatment. 
It is now possible to determine the sensitivity 
of the infecting organisms to streptomycin 
before treatment is started. 

The usual reactions to streptomycin are 
mild and unimportant. Such symptoms as 
flushing of the face, numbness and nausea 
following the injection promptly disappear 


-after administration of the drug is discon- 


tinued. However, the more serious reactions 
of tinnitus, vertigo and impaired hearing 
may persist for months after treatment is 
discontinued. Like penicillin, streptomycin 
has the disadvantage of requiring intramus- 
cular injections at rather frequent intervals 
and for that reason its use is confined chiefly 
to hospitalized patients. 

A preparation containing both penicillin 
and streptomycin is now available. Like the 
single preparation, it has to be given by 
intramuscular injection. This mixture seems 
especially indicated in cases of mixed infec- 
tions of the urinary tract. 


Aureomycin, chloromycetin and terramycin 
may be considered together. They have all 
become available for clinical use during the 
past three years. They are effective against 
the majority of organisms that invade the 
urinary tract, though perhaps they are less 
effective against the coccal infections than is 
penicillin. Directly absorbed from the gastro- 
intestinal tract, they appear in the urine in 
significant antibiotic levels within about one 
hour after administration is started. Since 
chloromycetin is more rapidly absorbed and 
excreted than the other's, it must be given 
at more frequent intervals in order to main- 
tain a therapeutic level of the drug in the 
urine. Aureomycin is more slowly excreted. 
Bacteriostatic levels have been noted in the 
urine as long as thirty hours after use of this 
drug has been discontinued. 

The usual dosage of these drugs is 250 to 
500 mg. at six hour intervals for four to six 
days. This may be repeated if indicated and 
if the drug produces no untoward reactions. 

The toxic reactions to these drugs are 
important. They are almost entirely systemic 
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and the commonest are those referable to the 
gastrointestinal tract. Abdominal cramps, 
diarrhea, nausea, occasional vomiting, stoma- 
titis and ulceration of the entire gastrointes- 
tinal tract may occur. The more serious com- 
plications are beginning to appear in the 
literature. Rich, Ritterhoff and Hoffman‘ 
reported a fatal case of aplastic anemia fol- 
lowing administration of chloromycetin. 
There are no doubt other unreported fatali- 
ties following administration of this group 
of drugs. Fatalities should not occur from 
the treatment of uncomplicated infections of 
the urinary tract. 

The expense combined with the unpleasant 
and occasionally serious reactions following 
administration of aureomycin, chloromycetin 
and terramycin emphasizes the importance 
of careful study to determine the bacteria 
causing the infection and the need for per- 
formance of sensitivity tests of the organisms 
to the drug in order to be quite certain that 
these agents are specifically indicated before 
they are used. Mandelic acid and the sulfo- 
namide preparations will be adequate for the 
majority of uncomplicated infections of the 
urinary tract. These drugs are not expensive, 
are well tolerated and are easily adminis- 
tered. It would seem practical, therefore, to 
reserve the more resistant and complicated 
cases for treatment with the newer antibio- 
tic agents. 

In conclusion, it should be remembered 
that because of the frequency with which 
urinary infections recur, a patient should not 
be dismissed from observation as soon as the 
urine becomes sterile. Interval examinations 
over a period of weeks or months may be 
necessary. 
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Clinical Notes From Medical 
Grand Rounds * 


X-ray examination is useful in the differ- 
ential diagnosis of obstructive jaundice, espe- 
pecially if the gallbladder lies under the liver 
and is therefore not palpable. In such cases, 
cholecystography is not usually helpful but it 
may be possible to demonstrate the presence 
of an enlarged gallbladder by noting com- 
pression of the second portion of the duode- 
num during barium studies. The combination 
of obstructive jaundice and an enlarged gall- 
bladder raises strong suspicion of carcinoma 
of the head of the pancreas. 


*Reprinted by permission of The New England Medical Center. 
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Bilateral Retinoblostoma 
(Continued From Page 246) 


The cut surface shows.a large intra-ocular 
tumor mass that almost completely fills the 
posterior chamber and compresses the lens 
against the cornea. The anterior chamber is 
obliterated. The tumor tissue is a pale gray 
and is adherent to the posterior wall by a 
soft, pedunculated stalk that surrounds the 
optic disc. There is no gross evidence of infil- 
tration and the specimen is sectioned to in- 
clude the entire circumference of the eyeball 
along with the optic nerve. The retina is 
intact and uniform. 


Gross: Right: Specimen consists of an 
eyeball measuring 19 mm. in diameter. The 
sclera is pale and the cornea is partially 
opaque but smooth. There is fragmentation 
of the suspensory ligament and the anterior 
chamber is partially obliterated. The lens 
is ovoid and translucent, and compressed 
against the cornea by a large, intra-ocular 
tumor mass that almost completely fills the 
cavity. The tumor mass is pale gray and 
granular. The retina is intact and smooth. 
The tumor mass arises on the posterior wall 
from a pedunculated stalk that is in conti- 
nuity with the optic disc. Approximately 
8 mm. of optic nerve are included on the 
specimen and this area is sectioned en toto. 


Microscopic: Left: Examination of mul- 
tiple equatorial sections shows a large intra- 
orbital tumor arising from a rather narrow 
pedunculated stalk on the posterior wall sur- 
rounding the optic disc. The tumor extends 
into the vitreous and compresses the anterior 
chamber. There is no evidence of invasion 
of the ciliary body, but clusters of tumor cells 
are demonstrable on the outer layer of the 
choroid. The retina is detached except for 
the pigment layer and in some areas the 
nuclear layer of the retina blends into the 
masses of tumor cells. There is no evidence 
of invasion into the optic nerve, and .the 
optic nerve canal is free of tumor cells. There 
are, however, clusters of tumor cells present 
within and along the nerve sheath. » 

The tumor cells are small, uniform and 
hyperchromic. The nuclei are round, and 
cytoplasm is indistinct. There is distinct 
rosette formation in many areas, and in other 
areas the tumor cells are closely packed 
around small vessels. 


Microscopic: Right: Examination of sec- 
tions of the right eye shows an identical 
tumor mass, almost completely filling the 
posterior chamber of the orbit. These sec- 
tions show a longer segment of optic nerve, 
and there is evidence of perineural extension. 


Diagnosis: 1. Retinoblastoma, bilateral. 
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Clinical Notes From Medical 
Grand Rounds 


“Anapyhlactoid” purpura may occasionally 
occur as the result of penicillin sensitivity. 
In addition to purpura there may be pleurisy, 
joint pain, diarrhea, and signs of glomeru- 
lonephritis. Some deaths have been reported. 
Approximately half the cases of penicillin 
reactions of all types demonstrate positive 
immediate or delayed skin recations. In per- 
forming skin tests, dilute solutions (10,000 
units of crystalline penicillin per cubic centi- 
meter) should be used, and scratch tests 
should be made before intradermal testing is 
attempted. Passive transfer tests may also be 
used to demonstrate the presence of circulat- 
ing antibodies to penicillin. Most penicillin 
reactions are responsive to symptomatic 
treatment; when symptomatic measures do 
not suffice, cortisone or ACTH will usually 
cause prompt clearing. 


A A 
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Valvuloplasty is of questionable value in 
patients with mitral stenosis who also have 
significant mitral regurgitation. It is often 
possible to decide whether or not there is sig- 
nificant regurgitation by fluoroscoping the 
patient in the right anterior oblique position 
while the esophagus is filled with a thick 
barium solution. If there is no regurgitation, 
the left auricle will contract an instant before 
the ventricles and will remain contracted 
during systole. If there is significant regur- 
gitation, the left auricle will expand imme- 
diately after ventricular systole as the regur- 
gitated jet shoots back through the mitral 
valve, and one may observe a rapid reciprocal 
“push-pull” motion of the two cardiac borders 
with each heart beat. A successful mitral 
commissurotomy is not attended by an in- 
crease in mitral insufficiency. 


*Reprinted by permission of The New England Medical Center. 
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